
to considering the question of operative treatment,
cannot be overestimated. Much has been written byauthorities in all parts of the world upon this subject.Nothing, to my knowledge, has appeared that is more
practical and helpful to the practitioner than the papersof Drs. F'itz, Homans, Gay, M. II. Richardson, J. W.
Elliot, and others in our own neighborhood. In spiteof all, however, the early diagnosis is not always easyto make, at least to those who do not see large numbers
of cases. Of course the diagnosis is comparativelyeasy after pain and tenderness have become localized
on the right side, and the characteristic sense of resist-
ance appears, or perhaps induration or a tumor.
Prickling and numbness in the right leg, or a vague
sense of pain ahooting down the right leg, seem, as far
as I have observed, au early Bymptotn of importance.An examination by the rectum should always be made
when tenderness, induration or a bulging tumor maybe felt. With regard to the importance of early oper-ation there seems to be a difference of opinion. Many
go to the extreme of advising an operation as soon as
the diagnosis is made. The profession, as a whole,will probably look with favor upon a less radical view.

Dr. J. W. Elliot, whoso monograph came to me as
I was completing this imperfect sketch, writes, after a
large experience, as follows : " Cases with pulse and
temperature under 100° are the ones I have most often
been called to operate ou when too late." He em-
phasizes the appearance of a " tender tumor " in rightside or of a " distended tympanitic abdomen " as in-
dications for an operation. He also says that "a rigidretracted abdomen with pain is also a local symptomof great importance, which is often overlooked. Con-
tinued vomiting, hiccoughing, rapid respiration, delir-ium, Btupor, (v, aiiosis, auxious face aud chills are
symptoms which, occurring even in apparently mild
cases, indicate a grave condition which requires im-
mediate operation. Any of these symptoms occurringin a doubtful case should settle the doubt in favor of
operation, and occurring in a more severe case, withhigh pulse aud temperature, the operation is urgent."He takes, I should judge, a conservative view of the
question of operation ; for he says: " It is not scienti-
fic to operate on every case, when we know before-
hand that more than one-third (Fitz, 36 per cent.)
recover, aud do not require operation."

Clinical Department
DEPRESSED FRACTURE OF THE SKULL: RE-

COVERY.
UY V. W. JACKSON, M.D., W1ÎSTON, MASS.

On September 11, 1890, I was called to Sudbury,in consultation with the family's attending physician,to see a little girl, L. A. lt., aged four, who had been
kicked in the head by a vicious horse. I arrived
about an hour and a half after the accident. Thechild was conscious, although there had been profusehaemorrhage, which continued till the completion of
the operation. The right pupil was contracted, the
left dilated ; reflexes normal, respiration occasionallystertorous.

The fracture involved the right side of the skull,beginning at the middle of the supercilliary ridge ofthe frontal, extending iu a circular direction upwards,

so that the squamous section formed the centre of the
depression, thence downwards, terminating in the ruas-
toid process of the temporal bone; thus making a
circular distance of nearly five inches around the squa-
mous portion of the temporal bone. The distance
from the two extremities of the fracture was nearlythree inches, and there was a depression of a quarterto half au inch at the centre. The anterior, middle
and posterior branches of the great meningeal arteriesand veins were severed, hence the profuse haemorrhage.The dura mater did not appear to be lacerated.
I responded to the call unprepared to handle such a

case, as did also the attending physician. I did, how-
ever, have ether, sponges, scalpel, sutures and antisep-tics ; only these to perform so desperate an operation,where a trephine and an elevator seemed absolutelyimperative. There was need, however, of an immedi-
ate operation, for the child's life was in peril every
moment from the profuse haemorrhage. We could not
wait to procure proper instruments from our offices, so1 obtained a small carpenter's chisel, with which and
the above named instruments I succeeded in elevatingall the depressed fragments, and in removing twopieces of bone, two inches long, and varying from a
quarter to half an inch in width ; also two irregularfragments as lar^e as a nickel.

The upper section of the break involving the infe-
rior portion of the parietal bone was not whollydetached, but hinged to the superior section of intact
bone, freely movable with the outer and inner tables
separated. To remove these fragments would haveleft an opening over two inches wide and four long,and, at that time, in my opinion, would have altered
the result. Therefore it was deemed best to allow
these pieces of bone to remain, trusting that theymight reunite. Our hopes, however, were doomed to
disappointment, as the later history shows. I would
not convey the idea that the broken area was three to
four inches square, but I do state that the distance be-
tween the extreme outer margins of the broken bones
was four inches long. The opening itself, after remov-
ing the pieces and elevating the depressed fragments,
was triangular in shape, and approximately one and ahalf by two inches.
After checking the haemorrhage and thoroughlycleansing the wound, small fragments of bone were

scattered over it, with the hope that they might serve
as grafts aud favor the formation of new bone. The
wound was closed with interrupted suture, a strip of
silk was put into the lower angle for drainage, and
iodoform gauze and absorbent cotton dressing applied.The operation lasted forty minutes. The patient
came out of the ether well.

September 12th: Passed a restless night, no delir-
ium; slight nausea ; silk removed and a small drain-
age-tube inserted ; pupils normal ; some fever ; wouud
bled a good deal, but there are no symptoms of inter-
nal haemorrhage. September 13th: Temperature99.6°; bad night; some delirium; no nausea ; pupilsrespond to light; wound bleeds a little. September14th: Temperature still high ; no haemorrhage ; slightdelirium at night only ; urinates freely. September17th; Temperature still high ; nights better ; no delir-
ium ; appetite improving; wound looks well. Septem-ber 20th: Temperature 100°; Btitches removed; woundlooks well ; child wants to sit up and play. September25th: Normal temperature; wound doing well; appe-tite good ; very happy. September 30th : Tempera-
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ture normal ; wound almost entirely healed, except a
small spot near the temple. A few days later it bad
entirely healed.

The last of December, during my convalescence
from typhoid fever, the wound opened again with
symptoms of necrosed bone and septic absorption.
At the request of the family the child was placed in
the Children's Hospital, at Boston. While there Dr.
E. A. Bradford removed the external plate of the
hinged piece, which was now wholly detached and
necrosed. The result of the operation was successful.
The child remained in the hospital a month, came
home in good health, and has remained bright aud
active up to this time, with no tenderness, dizziness,
headache or untoward symptom. Previous to the
accident she was subject to fits, or spasms, occurring
with no regularity, sometimes weekly, sometimes
monthly. Since then she has enjoyed complete immu-
nity from them. I saw the child in October, 1891.
The opening presented an irregular surface, and was
filled in with bony tissue, except a small space in the
temporal region as large as a nickel ; no pain on

pressure.
I do not report the case as a phenomenon of surgi-

cal skill, or of unique technique on my part, hut sim-
ply to impress the fact of the wonderful reparativo
processes of nature. Three physicians stood beside
that child, and each aud all were firmly convinced that
death waB inevitable. It seemed to me that in surgi-
cal interference lay her only hope, and considering the
crude instruments at my command 1 have often won-
dered at her recovery.

Drs. Marsh and Oviatt rendered important service
by their advice and assistance. To the latter I am in-
debted for the clinical history.

CIIOLECYSTOTOMY FOLLOWED BY CIIOLE-
CYST-ENTEROSTOMY.1

UV OKOIUIK W. JONES, M.O., OK iDimill«, MASS.

M. C, had had repeated attacks of colic, usually
without jaundice, bile, however, had been found in the
urine, and she was distinctly yellow during one attack.
The attacks became so frequent that she was unable
to attend to her usual vocation. A diagnosis of gall-
stones was made by Dr. E. P. Ilurd, of Newburyport,
and at bis suggestion an attempt to relieve the condi-
tion was made.

The primary operation was performed by Drs.
Jones and Tuttle at the Anna Jacques Hospital, New-
buryport. After making an incision along the border
of the ribs, over the site of the gall-bladder, that organ
was hooked up with the fingers in a collapsed condition
and drawn out of the abdominal wound. It was
stitched with a continuous suture of kangaroo tendon
to the whole periphery of the opening in the abdomen
so as to completely close the peritoneal cavity, and
then opened. Several gall-stones were removed. The
wound healed, with the exception of a small fistulous
opening, which, after several unsuccessful attempts to
close, was dilated, and an effort made to probe the
common duct. The latter was partially closed, so that
the instrument could not pass through the seat of
stricture, and believing any attempt to forcibly dilate

' Notes of Secretary, take)) from a preliminary report of the case
read before tho Boston Gynaecological Sooiety, February 9,1893.

the constriction coutraindicated iu so dangerous a region,
it was considered wiser to establish a new passage for
the discharge of bile. The attempts to close the
fistula had failed, not from the want of union of the
parts, but because the accumulation of bile in the gall-
bladder periodically distended this receptacle to such
painful aud uncomfortable dimensions that the patient
sought relief at her own hands by perforating the closed
fistula with a darning needle.

The operation for cholecyst-enterostomy was per-
formed in January, 1893, by a novel method, with tho
able assistance of Drs. A. II. Tuttlo and E. P. Hurd,
Dr. Colcord, of Seabrook, being also present, about one
year after the first operation, at a private residence in
Newburyport. After cutting away the old scar, the
fistula was dilated until it would admit two fingers, and
the gall-bladder washed out with sterilized hot water.
A three-inch-loiig incision was then made in the me-
dian line of the abdomen, on a level with the fistula,
and carried through into the peritoneal cavity ; the
gall-bladder was evaginated through the old fistulous
track (now dilated) by means of a finger passed through
the median incision into the peritoneal cavity, behind
this organ ; twoButures were inserted into the everted
wall oí the bladder for the purpose of traction, and an
incision made between them about three-quarters of
an inch long. The operator's linger was now passed
through the fistula into tho gall-bladder, through the
opening in its deep wall into the peritoneal cavity, and
out through the median incision. While the latter
opeuiug was maintained patent by traction on two
sutures, one on either side, a coil of small intestines
was drawn out by the assistant, folded over his index
finger, and pressed betweeu his and the guiding finger
of the operator, and carried in this manner back into
the abdomen to the opening iu the gall-bladder, through
which it was passed, at the same time partially everting
this organ through the fistulous opening as far as the
surface of the abdomen. As a result of this manœuvre
the fistulous opening presented the following appear-
ance : an outer ring made up of the abdominal incision,
including skin, muscleB, fascia and peritoneum ; a ring
inside of this, composed of the old external incision
into the gall-bladder ; another ring iuside the latter,
formed from the internal incision, which was occupied
by the surface of the intestine. In this manner the
peritoneal surfaces of the intestine, and inner wall of
the gall-bladder were brought into apposition and
united by a line of continuous sutures, taken with fine
kangaroo tendon, about the edge of the opening iu the
deep wall of the gall-bladder. The gut was then per-
forated, a drain made out of silkworm gut, inserted
into it, aud the deep wall of the gall-bladder with
intestines, dropped back into place. The opening into
the gall-bladder was packed lightly with gauze, the
central abdominal incision closed aud sealed with col-
lodion, and a swathe fastened about the abdomen.

There was no shock, and rapid healing without any
untoward symptom followed. After the communica-
tion between the gut and the gall-bladder was fully
established, there were slight ejections of fuecal matter
at times; and to hasten the healing of the external
wouud which had greatly contracted, a few stitches
were inserted alter refreshening the edges.

.

It must be remembered that this was a particularly
favorable case to operate upon, as the gall bladder, by
repeated distention with bile, had become of cup-size
dimensions.
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